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WRITE PLAINLY=—USE UNFADING BLACK INK—MAKE A-PERMANENT RECORD

F'E];)ERAL SECURITY AGENCY MISSOURI DIVISION OF HEALTH r :;2342
ﬁ“"”” o‘ﬁ“ o S'igsﬁﬁ STANDARD CERTIFICATE OF DEATH State File No '
Regxst.ram:n District Nouwmerevenee. Primary Registration District Nn\éfg_..{__.z_ " Registrar’s No. f_.sﬂé.......__......___
1. PLACE OF DEATH: 2. USUAL RESIDENCE OF DECEASED: ???
lay X
(s} County C . ansas Vivandott
& Citr or o, BXCELS10T Sprines, Mssourd || % @) County SR
(it ontside city or tawn limits, write "RURAL" and name of townatip) || () City or town Xansas Qity
{¢) Name of hospital or institution: j (it outside city or town Limits, write “RURAL") 'y ]
Veterans Administration Hosnlta,l (@ Street No....__ 2615 So. 10th St. i
(If not in hoapilel ar institation, writa sl mﬁnhﬁu s 4 days . (Ifroral, give location) ——t
. P 0
: th
(@ Length of stay: In hospital or institucion ety wheaber || (@ Citizen of foreign country?.__NO (Ves or No)

In this community.. 3 months 14 days

years, months o doys) ) If yes, name country.......u.. S

MEDICAL CERTIFICATION
3oi? ERINT  BASIL G, FOX

20. DATE OF DEATH: Month, OCtObOr 4y 5

3. (b) 1i veteran, 3. (¢) Social Security No. 1948 50 P
= hour. minute. oM
name war. Mox1d Wer I HNone year our._4 :
21. I hereby certify that [ attended the deceased from
D 5. Colar or 6. (o) Single, widowed, marricd, || _June 21 1048 o October 5. . .. 1048
o s Ma20® | e Mnite ] 3 avorea DAYOTCOA || tar e b AT aiveon. . OftODEE 5 o 48,
6. (5) Name of husband or wife....— o 6. () Ageof hu.aband or wife if || 22d that death occurred on the date and hour stated above. Durasion
) alive______* years || [mmediate cause of death
7. Birth date of decensed._S€DEEMbET 8 1891 Tubt.arculosis of the . meninges 1nknowm
{(Mozth) (Day) (Yoar) Miliary tuberculosis Inknaowm
8. AGE: Years Months | Days If less than ane day sk Pulmonary tuberculosis,rein=
" " . : fection type, far advanced,. getive. .|
A 5 0 ) r. i, XY, _severe symphons. Inlenown
9. Birthptace.._.. 3L _JOSEDN o .....Missouri € |
{City, town, or wunu) {State or foreign umnm) q (7} )
- - condition: o~
10. Usaal cccupation. St2be Service. Officer ([ pher conditions. ity Y /_,:‘)/, -y
1. Tndustry or business, Srate of Mis sou.ri . < PHYSICIAN
.. Henry C. Fox - o SR A R .
g Name b4 i hUnderl[ne
S]] T W 4 tuse t
& { 13, Birthplace o %ngl?::d‘; % Same as above W,{‘eﬁ,‘},“b‘g
i , - tate or countr’ . - shoun
g Maiden name. I(&g' mﬁ? eggf lars i Of autopey : charged ota
4, = / . . tistically.
E 15, Birthplace Kansas ) 22, 1f death was due to external causes, 611 in the following:
of O -‘i‘ﬂm!
16, o) Tuf Smlltg +LE fgﬁds , Vef8¥aN (a) Accldent, suicide. or homicide (specify)
. LG, orman —_—
@) Address BXCelsior Springs, Mo, (%) Date of ocrnrrence
1. @ Hemoval . ) Date hereot 2CT. ?’ () Where did injury occur? T —— T T
(Bumlfg'fﬁbw&ﬁwﬂ . (Manth) (Day (d) Did Injury occur in or about home, on farm, in industrial pla.oe in public place?
(o Pace: Y GRERE KL, Leave PR - o

Specily t of place) -
(:l)” Y of iniury,._::.‘.-.f..)_...__

18. (@) Signature of fureral d.u-ector

13 While at work?.

® AddrmoE,KCqu_lD_IL_Sp%g ,__Mc,__...m.,___.__ S ~ atD.orandleDe
19. (o} /0/7/4 {_-,» .

{Date reccived local reristrar) (Remtrnlnmlun) I Adde'rr'gi';n nr- Q-nr:_ o Ma N . Date mgnwa

Erbalulaes Sta ton R Side)




RECEIVED o ‘
District Health Officer No. 8,

STATEMENT BY LICENSED EMBALMER _

I hereby certify that the body whose name is recorded on the reverse side of this certificate was gmbalmed by me, or by

r

working under my personal supervision.

- P.0. Add%
Note:- The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN WRITING. (Fail

the above constitutes grounds for revocation of license.)
" If this body is not embalmed, fact should be so stated above.
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